addition, there is a diffuse smooth swelling of the body of the mandible, to the right of the mental eminence, and surrounding the mental foramen. The teeth are carious, and there is considerable oral sepsis. The left ear is normal, but he has had otitis media on the right. There are neither signs nor history of syphilis, but the Wassermann reaction is positive.
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Skiagrams show both maxillae occupied by dense masses of bone. The rest of the skeleton is normal.
DISCUSSION.
Mr. KELLOCK referred to the thickening on the lower jaw, and thought the three conditions were part of a general disease. The symmetry of the two swellings on either side of the nose was so marked in this patient, and so like that seen in negroes, that it was difficult to account for the swelling on the lower jaw. It might possibly be syphilitic osteitis, and he thought it would be wise at any rate to try the effect of a course of treatment with iodide of potassium.
The CHAIRMAN said he had a case in a farm-boy, and in him there was no question of syphilis. He was begged to do something for the patient, so as to give him a chance of working and breathing through his nose. He used a burr and gouge, like an auger, and bored through to the nasopharynx. He left him with a good channel. He went back to his farm work, and a report was received from the doctor some years afterwards that he continued able to breathe through his nose. But, as Mr. Kellock said, the present case might be proceeding on to leontiasis ossea.
A Family with Membranous Discharge from the Nose.
FIBRINOUs rhinitis is not very uncommon in children. According to Lambert Lack [3] it is commonest in early childhood and is ushered in by slight malaise which is not sufficient to cause the child to lie up and only lasts for a day or two. There is a nasal discharge associated with fibrinous or membranous exudation on the nasal mucous membrane which persists for six to eight weeks and then clears up, leaving no sequela. In nearly all the cases bacilli indistinguishable from the Klebs-Loeffier bacillus can be found, but although the disease is infectious it does not seem to give rise to true clinical diphtheria. True diphtheria, of course, invades the nostrils not infrequently and gives rise to a severe illness with formation of membrane in the nose.
A further type of membranous formation in the nose has been described by Baumgarten [1] . A strong baby girl was noticed from birth to have crusts about the nose. With a probe and wool a long thin tube, like parchment, could be obtained from the nostrils which took three to four days to re-form. At the age of 3 years a bad smell was noticed, and after 4 years typical ozmena developed. When the child was 2 months old the nose was washed out. with iodoglycerine and after this no more tubes were formed, but occasionally there were slight crusts: later even these disappeared. The mother suffered from ozaena, but there was no other abnormality in the family: twin sister was quite normal. Baumgarten further states that he has met with two other similar cases: tube formation in early infancy and development of oztena about the fifth year of life. He considers that ozaena is frequently inherited chiefly from mother to daughter, and is much commoner in women.
I have recently come across a remarkable family, several members of which have a persistent membranous discharge from the nose. The condition is first noticed at birth and apparently persists throughout life. It causes no impairment of health; the bronchitis from which the first member I saw was suffering being probably an accidental concomitant. There is only very slight discomfort, though there is a tendency to the development of a bad smell if the nostrils are not kept clear. In no case, however, is there any sign of ozena. Specimens of the discharge, which usually took about twelve hours to re-form, were obtained from the father and two of the children, and in all cases were found to be a more or less complete fibrinous cast of the nostrils. Dr. Ross, the pathologist at the East London Hospital for Children, kindly examined the discharge for me and reported as follows: Film preparations showed polymorphonuclear cells embedded in a network of fibrinous matter. The organisms present were bacilli, diplococci and short diplobacilli; no evidence of Bacillus diphtheriwZ or Bacillus xerosis. Attempts to embed in paraffin and cut sections failed owing to the friability of the material.
One of the boys was taken into the hospital for twenty-four hours but, unfortunately, had no discharge during that time. The nostrils were examined on several occasions and nothing abnormal could be seen except once when some fibrinous exudation was found over one lower turbinate bone.
In the appended genealogical tree the affected individuals are black and the normal white. It can be seen that at least four generations have been affected and that males and females are attacked equally.
Of the children of affected persons with normal mates roughly half are affected and half normal. This suggests that the inheritance affords another example of Mendelism in human beings and that the abnormal condition is dominant to the normal [2] . Unfortunately, there is no record of any offspring from the normal members of the family, so that it is impossible to say whether all their children are normal, as would be expected. It is a matter of great interest to find a fibrinous exudation on a mucous membrane resulting from a congenital abnormality and not from some infective inflammatory process. I have not been able to find any record of a similar condition in medical literature.
Dr. GALLOWAY remarked on the possible relationship of plastic or fibrinous bronchitis to the form of disease described by Dr. Gossage.
Dr. HERBERT FRENCH asked whether any chemical analysis of the material had been made to see if it contained any unusual metabolic product.
Dr. GOSSAGE replied that only microscopical examination had been made.
Note on a Case of Ruptured Intestine, with Especial Reference to the Mode of Production of the Lesion.
By WILFRED TROTTER, M.S.
THE case to which I propose to call your attention is one in which the diagnosis, treatment, and result were so strictly ordinary that I should not venture to bring it before you if it did not appear to throw some light upon a subject about which there has been some controversy -viz., the mechanics of the production of traumatic rupture of the intestine.
The patient, a youth, aged 18, was admitted to the University College Hospital during the evening of August 30, 1910. Some hours earlier, in the course of his work as a navvy, he was caught between the buffers of two ballast wagons and severely crushed. The wagons being a good deal lower than ordinary railway trucks the buffers caught him over the lower half of the abdomen. He was held by them for a few moments under severe pressure.
At the time of admission to the hospital he complained of considerable abdominal pain and of tenderness over the left lower part of the abdominal wall, where a haematoma had already begun to form. The pulse was 80 per minute and of good quality. There were no signs of free fluid in the abdomen, the urine was normal, and there was no vomiting. Such pain and tenderness as he had seemed clearly to be associated with the bruising of the abdominal wall. It was already some hours after the accident, and the absence of symptoms was so complete that the house surgeon did not think it necessary for me to see the patient until the morning. Instructions were given that the pulse-rate should be taken and recorded every hour during the night.
